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THE FAMILY PHYSICIAN AND THE FEEBLEMINDED CHILD 


CHARLES Brab.ey, M.D. 
East ProvipENCE, RHopE ISLAND 


Gradually coming to the realization that their 
child is mentally defective is without doubt one of 
the most tragic experiences through which any 
young couple may have to pass. Driven to silence 
by the popular fancy that feeblemindedness is a 
family disgrace, to be discussed only in whispers, 
and overwhelmed by the belief that their youngster 
is doomed to an unproductive and unhappy life of 
ridicule, the young parents invariably first of all 
turn to their family physician for his verdict and 
his advice. They find him interested, sympathetic, 
anxious to help, but, is he proficient in clearly ex- 
plaining their child’s condition to them and con- 
structively helping them to plan treatment, training, 
and education ? That question each of us can answer 
only in the light of his own experience. 

The fact that the family physician is so widely 
and hopefully sought as the first source of advice 
would immediately force the problem into the field 
of medicine, even if feeblemindedness itself were 
not by its nature so personal and individual a human 
handicap that only the physician should be entrusted 
with its care. The common legal practice of request- 
ing medical opinion as to the intellectual capacity of 
defective children further makes it imperative that 
every physician familiarize himself at least with the 
clinical aspects of mental deficiency. Unfortunately, 
even at the present time opportunities for training 
and experience in this field are practically non- 
existent for the average medical man during his 
medical school and hospital years. A constructive 
step might be more frequent discussions of this and 
allied problems in medical society meetings. 


Nature of the Problem 


The nature of feeblemindedness might be more 
conprehensible and therefore more interesting to 
st physicians, if its definition were not clouded 
that “certain vagueness” unfortunately so often 
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associated with mental disorders. Even our most 
lucid philosophers and psychologists have not so 
far supplied us with a universally acceptable defini- 
tion of intelligence. Since the practicing physician 
can afford little time for academic quibbling, one 
of a number of practical working definitions may 
suffice his needs. From this standpoint we might 
discuss intelligence as a combination of one’s abili- 
ties to be keenly aware of his present surroundings, 
to recall readily what he has experienced in the 
past, and to apply both to the solution of whatever 
problems may confront him. We must remember 
that the desire to really use these abilities may be 
thwarted and warped by prejudice, fear, or other 
conflicting emotion in even the most intelligent per- 
son. However, actual lack or deficiency of these 
abilities is what we commonly describe as feeble- 
mindedness. 

So far we have used this word “feebleminded” 
quite indiscriminately because it is still in popular 
use. However, if we are to discuss mental disorders 
impartially and scientifically we have no use for 
terms such as ‘“‘feebleminded” which even to the 
trained physician brings up associations of pity, 
of ridicule, and of social stigma. These associations 
are a relic of the days when we feared what we did 
not understand in people’s behavior and either 
frankly expressed our fears in all sorts of super- 
stitious notions or else tried to act as though we 
were not afraid at all, by discussing the behavior of 
those who were mentally ill or defective as though 
it were a joke. Now that we are more enlightened 
we had best use the impersonal terms mental defi- 
ciency to describe a relative lack of intelligence, 
and mental reiardation to describe retarded devel- 
opment of intelligence. For clinical purposes the 
terms are used almost interchangeably, as the con- 
ditions frequently occur together. In dealing with 
certain types of patient the terms “dull,” “slow” or 
“sluggish” probably describe matters clearly and 
impersonally. On the contrary avoid the terms 
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“idiot,” “imbecile” and “moron” which are scien- 
tifically accurate classifications but are usually 
interpreted in a derogatory sense by the layman. 

As far as children are concerned, that infant who 
is born mentally deficient usually develops later at 
a slower rate than the normal child. If we find him 
in late infancy only fifty per cent as intelligent as 
his normal brother, the experience of multitudes of 
instances tells us that during each subsequent year 
his intelligence will develop only fifty per cent as 
rapidly as the average child. It is quite important 
that physicians and parents understand this clearly, 
as there is still prevalent a good deal of supersti- 
tious belief that at seven years, or at puberty, or at 
some other such mystic period there may be a sud- 
den acceleration which will restore matters to a 
normal state. This simply does not occur in the 
congenitally retarded child. The miracles of which 
we hear so many and see so few are probably the 
result of mistaken diagnoses. 

Where the intellectual development becomes 
interrupted by disease or injury of the nervous 
system, the course is not so predictable. Where the 
physical illness is continuous, as in chronic enceph- 
alitis or uncontrolled grand mal convulsive dis- 
order, we know that intelligence at times becomes 
progressively more and more retarded. Where the 
physical insult is acute and temporary, subsequent 
development may be retarded or may proceed nor- 
mally leaving only the initial handicap. The varia- 
tion probably depends on the nature and localiza- 
tion of the pathological lesions. In such instances 
only periodic observation for some time can deter- 
mine the prognosis. 


Physical Classifications 

Physicians would probably feel more at home in 
the field of mental deficiency if there were a greater 
coincidence of significant physical findings in this 
group of children. Until very recently medical 
training has so emphasized structural physical 
changes that special experience has been necessary 
to develop appreciation of alterations which are 
only physiological or are apparent only in our 
patients’ behavior. The types of mental deficiency 
which can be classified on a physical basis make up 
only a very small portion of all the cases which 
come to our attention. The microcephalic, whose 
shaven head and top-knot make him the classical 
defective of the side-show world, and the hydro- 
cephalic, in whom deformity is self evident and the 
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mechanism of brain damage so easily explained 
are familiar but infrequent types. The cretin, whos: 
mental defect and subsequent development wil 
respond spectacularly to treatment if thyroid 
extract is administered continuously from earl 
infancy, is fortunately not common but is conspicu- 
ous because here a conventionally administered 
remedy is available. The mongol, for whom endo- 
crine research is beginning to suggest encouraging 
but not as yet practical forms of therapy, is gen- 
erally recognized. In these, as in all types of defec- 
tive, the degree of retardation varies from case to 
case as does the personality and disposition, even 
though there may be some vague similarities in 
behavior. These clearly recognizable physical types 
make up a minority of probably not more than 
ten per cent of all retarded children. 

On the other hand the appearance and physical 
characteristics of the remaining majority are by no 
means distinctive. Since mental defectives vary in 
personality just as do their more brilliant fellows, 
some are placid, some active; some are physically 
attractive, some plain and uninteresting ; some are 
likable and some aggravating. It is well to remem- 
ber that the clean, well groomed, neatly dressed, 
quietly obedient child always presents a far better 
clinical impression than the unkempt and dis- 
arranged urchin who actively pries into every nook 
and cranny of the office despite the noisy remon- 
strances and hectic pursuit of his exasperated 
mother. Yet very dull children may be neatly 
groomed and obedient, whereas many a brilliant 
but poorly trained youngster may leave havoc and 
curses behind him wherever he goes. One must not 
judge intelligence by appearance and social behav- 
ior alone. 

Importance of History 

For an accurate diagnosis of mental deficiency 
we rely foremost of all on our clinical history. In 
the majority of instances it need not be exhaustive 
but we must have a wide enough assortment of 
facts to offset the effect of the rosy-hued glasses 
through which it is only human nature for all par- 
ents to view their own children. Developmental 
details are most important. Useful data include 
ages of first creeping, walking and talking, and the 
response to training in toilet habits. It may be quite 
significant to compare these dates with those ob- 
served for other children in the family. In infancy 
and early childhood, did the patient pay attention 
to his surroundings, learn rapidly, and profit from 
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painful experiences? Later in childhood, were his 
interests comparable with those of other children 
his own age or was he fumbling with blocks when 
his younger brother was already driving his veloci- 
pede with gestures and vocabulary obviously ac- 
quired from the ice-man? Gesell has conveniently 
tabulated approximate dates for the normal acqui- 
sition of various skills early in life, and those of 
us who deal at all with children are presumably 
familiar enough with the age limits within which 
we may expect to see the more common phenomena 
appear. We may definitely use this knowledge clin- 
ically and if the child’s early development has been 
uniformly slow and his present actions and interests 
immature, he is probably retarded. Moreover, his 
future development will proceed at about the same 
relative rate as has been noted in the past. Where, 
however, the developmental data has been within 
normal limits, or precocious even in a single respect, 
we must investigate further. 

Two confusing items may appear at this point— 
namely, that the child’s memory for faces and 
places may appear quite acute, or he may be re- 
ported to have an excellent appreciation of music or 
rhythm. Why these observations should be true in 
certain very retarted children is not clear, but it 
cannot be denied. The hereditary history may also 
be a source of confusion as a gifted child is occa- 
sionally seen in a setting of dull parents and rela- 
tives whereas solitary defective offspring in intelli- 
gent families are fairly common. So, as in all clinical 
medicine no diagnosis is justified from the history 
alone. 

Clinical Examination 


An experienced and skillful clinician can often 
learn a great deal about a child’s intelligence during 
a brief interview. This involves a good deal more, 
however, than merely noting responses to a stock set 
of questions or commands. A very common error 
is to ask questions of general information, the 
answers to which a child could only have learned if 
taught in school or at home and which have very 
little to do with his actual intellectual capacities. As 
to observation, it is usually convenient to present a 
child with some simple object and note what he 
docs with it. There is a vast difference in the 
information conveyed by a child who merely chews 
and drools on a tongue depressor and one who 
examines it and uses it in his play. 

One physical sign of severe mental deficiency is 
worthy of a passing note. Children in this group 
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often show unusual relaxation of their joints. It 
may be significant if one can easily bend the child’s 
fingers back upon the dorsum of the hand or man- 
ipulate the limbs in all sorts of contorted positions 
with the greatest of ease. 

A brief clinical examination may be the only 
necessary supplement to a careful history in the 
hands of the experienced physician. On the basis 
of these he may be able to diagnose accurately the 
type and degree of retardation, furnish a reliable 
prognosis, and recommend a desirable plan for 
training. However, in certain instances he may 
wish to secure a more precise measurement of his 
patient’s intelligence which may be expressed quan- 
titatively as an intelligence quotient. This being the 
case, he should request a psychometric examination. 


Significance of Intelligence Tests 


It must be stated at once that an intelligence test 
is essentially a laboratory examination, subject to 
all the limitations of any such procedure. Its reli- 
ability is dependent on the skill of the tester and the 
co-operation of the patient, its most analogous med- 
ical counterpart being the conventional test for basal 
metabolic rate. An assortment of tests are avail- 
able suitable to various ages and types of patient. 
Considerable training and adequate experience are 
necessary before one can reliably select, admin- 
ister, and report the results of any intelligence test. 
Most physicians lack this training, cannot afford 
the time necessary to administer psychometric ex- 
aminations, and must usually refer such work to a 
qualified clinical psychologist. Given under satis- 
factory conditions such tests are remarkably accu- 
rate and should no more be neglected in question- 
able cases of mental retardation than should the 
proper hematological examination in suspected 
blood dyscrasia. 

With his developmental history and clinical ex- 
amination supplemented by the laboratory evidence 
of a psychometric report, any medical man should 
be in a position to diagnose mental deficiency with 
reasonable accuracy. The importance to the parent 
of this diagnosis, with a clear explanation of its 
significance, is often underestimated. A too gloomy 
prognosis, perhaps crudely expressed, may result 
in years of hidden despair and sorrow whereas a 
vaguely optimistic outlook may result in the squan- 
dering of resources for educational aims which can 
never be achieved. Next to severe physical illness, 
where life itself hangs in the balance, most parents 
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are more concerned about the intellectual status of 
their child than any other aspect of his welfare. 
The mute evidence of many intelligent parents, 
wandering from physician to physician with a de- 
fective child, seeking a hopeful prognosis or at least 
a clear explanation of their problem with construc- 
tive advice for treatment, again emphasizes the 
opportunity which has been knocking at the door 
of the family doctor, who is consulted first of all. 

The primary obligations of the family physician 
are an accurate diagnosis and clear convincing ex- 
planation of the nature of the child’s defect. He 
will be able to lift the cloud of hopelessness which 
surrounds many such patients if he can direct 
effective training. The actual details of training 
must be left to the parent or in many instances to 
experienced educators who have made this field 
their life work. It is advisable, however, that the 
physician understand certain fundamentals of this 
training. 

Principles of Treatment 

It must be remembered that all but a very few 
very retarded children will continue to develop in 
intelligence throughout childhood. This may be at 
a rate only seventy, fifty, or even thirty per cent 
of normal and it may cease at an age earlier than is 
usual. Nevertheless it is quite likely to reach a stage 
sufficiently advanced to permit some sort of useful 
activity. As there are many tasks in the world suited 
to persons of inferior intelligence, some attempt 
should be made to train the defective child for 
such an occupation. Just what this position will 
be must vary with the capacity of the child and the 
culture into which he has been born. To one it 
may mean the ability to keep himself clean and 
neatly groomed so that he may become an acceptable 
though unobtrusive member of the family group 
with no need for self-support. To another it may 
mean training for some routine, physical work with 
the pick and shovel, washing dishes, or scrubbing 
floors. The unimaginative, unambitious retarded 
individual may be quite busy and happy in some of 
these occupations, which to more intelligent persons 
seem tedious and uninteresting. 

The instruction of the defective child must be 
based on prolonged, constant, and consistent repeti- 
tion of each step in training. He learns slowly and 
only by repeated exposure. There is no short cut. 
Every new experience is temporarily confusing if 
forced on his attention. That is why the defective 
child becomes rapidly and hopelessly lost in the 











average school where the rate of progress is geared 
to the superior intelligence of children who grasp 
things readily and are eager to progress. 

‘ar too much emphasis is commonly placed on 
the fear that the retarded child will have an un- 
favorable effect on other children at home or in 
school. He may be unhappy with them for he is 
often ridiculed and made the butt of jokes, but 
superior children never tend to imitate him seri- 
ously or in the slightest degree become like him. On 
the contrary, the dull child usually tries very hard 
to imitate the actions of those more intelligent. The 
pains which so many parents take to avoid contact 
between their own children and a defective child 
is another relic of the days when we feared what 
we did not understand. 

With these principles in mind, training can often 
be carried out in the home if parents will cooperate 
and possess sufficient leisure and energy. Many 
children, even of very low intelligence, whose dis- 
positions are such that they do not disrupt the 
home, become extremely well trained and useful 
at simple tasks. Unfortunately many parents are 
quite unable to give competent training and many 
homes are in such a state that there is no place for 
the child who is not mentally equipped to shift for 
himself. Also the personalities of a certain propor- 
tion of defective children render home training out 
of the question. , 

School Facilities 

To make up for home deficiencies, some private 
teachers are available and many public school sys- 
tems are struggling to provide satisfactory training 
for some of their dull pupils. Where much of the 
fundamental drill must be on daily habits of life 
rather than academic pursuits, it is quite obvious 
that the intermittent teaching of the day school 
will not be entirely effective. 

As a substitute for home training a residence 
school has so far supplied the most logical solution. 
In this country at the present time the choice lies 
between state-supported institutions and expensive 
private schools. Unless family finances permit pro- 
longed expenditure of from sixty to two hundred 
dollars a month for private care, the state school 
had better be the choice. 

The majority of our state schools are capably 
administered and employ sound methods of train- 
ing. It is unfortunate that so great a social stigma 
is still attached to their pupils. It is equally un- 
fortunate that most uninformed visitors to state 
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schools are more vividly impressed by the untidy 
and depressing activities of the idiot group, so hope- 
lessly defective as to warrant only custodial care, 
whereas a far more accurate picture of the real 
work of the school would be obtained by carefully 
noting that an attempt is made to fit each child, not 
in this lowest group, with an occupation suited to 
his intelligence wherein he is busy, happy, and 
obtaining training that may eventually prepare him 
to occupy some humble but useful place in the 
outside world. 

State schools, however, seem usually to be piti- 
fully short of financial support adequate to the 
best in accommodations and training facilities. 
Limitation of space makes it necessary for the state 
school to give preference to the obstreperous defec- 
tive, who is making a nuisance of himself in the 
community and whose segregation is therefore 
urgent. Many other less troublesome retarded chil- 
dren, nevertheless in need of training, cannot be 
properly accommodated. 

There are many excellent private schools for chil- 
dren of sub-normal intelligence but they are expen- 
sive. Experienced personnel and special equipment 
adequate for the intensive training of every pupil 
cannot be purchased cheaply. Parents should be 
wary of schools where commercialism has intruded 
in the form of too enthusiastic advertising claims, 
showy but unnecessary equipment, or financial 
rates incompatible with high educational standards. 
The physician probably would do well to visit per- 
sonally one or two good private schools for retarded 
children as he will not only find the yisit interesting 
and instructive but will thereafter be in.a much 
better position to discuss the placement of his 
patients. 

The obligations of the family physician to his 
retarded patient are fulfilled if he can instruct the 
parent in the necessary training or else see that the 
child is placed in the proper school. If he has 
diagnosed correctly and explained his diagnosis 
clearly, without prejudice or uncertainty, he has 
dealt with mental deficiency in the same practical 
way in which he handles other medical matters. 
If, in addition, he is equipped to recommend a 
dciinite course of treatment or training, he has 
le nonstrated that he is abreast of the times and 
‘1 ows that there is actually a great deal to be done 
fo that frequently neglected individual—the men- 
ta’ y defective child. 


FAMILY PHYSICIAN AND THE FEEBLE-MINDED CHILD 


Read before the 
October 4, 1937. 


193 


PERIPHERAL ARTERIAL DISEASE 


SEEBERT J. Gotpowsky, M.D. 


209 ANGELL STREET, PROVIDENCE, RHODE ISLAND 


Some Practical Considerations 


It was over one hundred years ago that the first 
important step was made in the classification of 
peripheral arterial disease. This event was the 
discovery in 1835 by Cruveilhier' that senile 
gangrene is caused by the closure and thrombosis 
of the arteries of the extremities. In 1855 Charcot? 
coined the term “intermittent claudication”, which 
he correctly inferred was caused by ischemia of 
the muscles and nerves as a result of impaired 
arterial supply. Raynaud* in 1860 segregated cases 
of “local asphyxia and symmetrical gangrene”, 
which he properly attributed to spasm of the 
capillary vessels. With surprising insight he was 
able to predict the influence of the sympathetic 
nervous system in producing the vasospasm. More 
recent was Buerger’s description*® in 1908 of 
thrombo-angiitis obliterans as a clinical and patho- 
logical entity. Arteriosclerosis, Raynaud’s disease, 
and thrombo-angiitis obliterans constitute the great 
majority of cases of chronic occlusion of the peri- 
pheral arteries. 

The detection of impaired circulation is rela- 
tively easy when the pathology is advanced, particu- 
larly in the presence of definite gangrene and ex- 
cruciating pain. It is important, however, to be 
thinking of these conditions at all times in order 
to discover the cases early, when treatment is most 
likely to be of benefit. 

Arteriosclerosis and Buerger’s disease can con- 
veniently be discussed together. The most striking 
symptom in the history of both conditions is pain. 
Intermittent claudication is almost pathognomonic 
of faulty circulation but rest pain is not uncommon, 
particularly in the more advanced cases. 

A story of cramp-like sensations in the calf or 
in the foot induced by walking, and disappearing 
on rest, is often a relatively early symptom. Various 
kinds of paresthesias may also occur and are, inci- 
dentally, quite resistant to treatment. 

The age of the patient is important in differen- 
tiating the two diseases. Buerger’s disease charac- 
teristically starts at an early age and is usually well 
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established before the fortieth year. Arterioscle- 
rosis, on the other hand, is a disease of elderly 
people, not common before fifty. Buerger’s disease 
is almost entirely limited to males, although the 
disease is said to have occurred rarely in females. 
Arteriosclerosis, on the contrary, may occur in 
either sex. It was formerly supposed that Buerger’s 
disease was limited to the Jewish race but this false 
impression is now completely dispelled. The use 
of tobacco in patients with Buerger’s disease is an 
almost constant finding. In over 1,000 instances 
Silbert® did not find a single typical case in a non- 
smoker. Occasionally, however, such cases are 
reported in the literature. Another characteristic 
finding in thrombo-angiitis obliterans is migrating 
phlebitis; the association of thrombosis of the 
superficial veins of the upper and lower extremities 
with obliteration of the larger arteries occurs often 
enough to make the thrombophlebitis almost path- 
ognomonic. It is usually important to make a dif- 
ferential diagnosis between Buerger’s disease and 
arteriosclerosis because of the difference in prog- 
nosis and the effect this may have on the surgical 
evaluation and treatment. This differentiation is 
usually most difficult in patients between the ages 
of forty and fifty. Silbert® has listed a number of 
points which should aid in the diagnosis. Patients 
with Buerger’s disease often appear younger than 
they actually are, while those with arteriosclerosis 
appear older. In the first group the hair is normally 
pigmented, while in the latter it is usually gray. 
The presence of arcus senilis points to arterio- 
sclerosis. Examination of the retinal arteries with 
the ophthalmoscope will reveal the presence of 
sclerosis. 

An elevated blood pressure likewise points to 
arteriosclerosis. Thickening of the radial and tem- 
poral arteries is usually not found in Buerger’s 
disease. Involvement of the upper extremity, how- 
ever, while frequent in thrombo-angiitis obliterans, 
is unusual in arteriosclerosis. Closure of the femor- 
al artery is frequent in Buerger’s disease but 
seldom seen in arteriosclerosis. The X-Ray may 
be useful in showing sclerotic calcification of the 
peripheral arteries or arteriosclerosis of the aorta. 
Kidney impairment and symptoms of coronary 
artery disease both point to arteriosclerosis. In 
other words, evidence of generalized arterioscle- 
rosis points to this disease in the extremity. Finally 
a history of migrating phlebitis indicates Buerger’s 
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Both extremities should always be examined 
together. Characteristic changes will usually be 
found. Variations in color are very common and 
can be demonstrated by examining the feet in dif- 
ferent positions. Elevation will produce a charac- 
teristic cadaveric pallor and the resulting ischemia 
often causes the patient appreciable discomfort. 
Following this the extremity should be placed in 
the dependent position. It will then turn to a bright 
red hue with varying degrees of cyanosis, a striking 
color change known as rubor. The skin may become 
dry and smooth and the nails thickened. There is 
usually an absence or sparcity of hair. Trophic 
ulcerations occur characteristically about the toes 
and nails, especially of the great toe. These may 
be very painful. 

Significant changes in the temperature of an 
extremity can usually be discovered by ordinary 
palpation. A convenient skin thermocouple is now 
available, however, which permits skin temperature 
determination with considerable accuracy. This 
is useful chiefly in the measurement of peripheral 
vasospasm. Temperature readings before and after 
nerve block with novacaine indicate the amount of 
vasospasm present. 

Examination of the extremity for the presence 
of pulsations should always be made. The femoral, 
popliteal and posterior tibial arteries should all be 
tested but most important of all is the dorsalis pedis. 
The presence of a dorsalis pedis pulsation practi- 
cally rules out arterial impairment of any clinical 
importance. 

In the more doubtful cases an oscillometer may 
be used to demonstrate the degree of pulsation. 
An ordinary blood pressure cuff makes an excellent 
oscillometer for practical purposes. After partial 
inflation of the cuff the pulsation will be reflected 
in the movements of the needle or mercury column. 
The importance of palpating the dorsalis pedis 
artery in every examination of the extremity cannot 
be overemphasized. The presence of pain and 
paresthesias in both neurological and circulatory 
conditions may be confusing. Arterial disease is 
not uncommonly mistaken for flatfoot; it is fre- 
quently overlooked as the primary cause for infec- 
tions about the lower extremity. Furthermore, a 
urine examination should always be done, to rule 
out diabetes. 

The basic treatment in these conditions is quite 
simple but meticulous attention to detail must be 
observed. The primary elements are (1) hygiene, 











December, 1937 


(2) Buerger’s exercises, and (3) complete cessation 
of smoking. The feet should be kept scrupulously 
clean; gentle cleansing with soap and water fol- 
lowed by the application of lanolin will suffice. 
Small pieces of lamb’s wool between the toes may 
prevent trauma. Buerger’s exercises should be 
done three or four times daily. These exercises 
consist basically in closely supervised and accurate- 
ly timed periods of ischemia alternating with 
periods of passive congestion and rest. The timing 
should be worked out individually for each patient 
depending on the length of time required for 
blanching and the comfort of the patient. 

It is almost universally accepted now that tobacco 
is harmful in peripheral arterial disease. There 
will usually be some benefit from partially restrict- 
ing its use but to obtain the maximum effect it is 
essential to withdraw it completely. Silbert* is 
convinced that in thrombo-angiitis obliterans the 
progress of the disease stops with the cessation of 
smoking. 

The basic treatment as outlined will usually suf- 
fice in the uncomplicated cases. In the presence of 
complications such as gangrene, infection and pain, 
further procedures may become necessary. As a 
general rule conservative measures will be far 
more successful in Buerger’s disease than in arterio- 
sclerosis. Extensive infection and gangrene, re- 
quiring a major amputation in arteriosclerosis, 
will often yield surprisingly to local treatment, 
incision and drainage, and minor amputations. 
Crusts should always be removed because of the 
frequency with which they conceal infection. The 
infection itself is best treated with ordinary bland 
wet dressings such as saline or boric acid solution. 

The next most important consideration is the 
treatment of pain. When ordinary sedatives and 
analgesics are not sufficient, it becomes necessary 
to interrupt the sensory supply of the foot. Par- 
haps the best operation available for this purpose 
is that of nerve-crushing as developed by Smith- 
wick and White’. It is possible to completely de- 
uervate the involved area and thus give the patient 
genuine comfort and allow time for local healing. 
ihe sensory innervation of the foot is carried in 
live trunks; the superficial and deep peroneal 
verves, and the posterior tibial, sural and saphenous 
verves. It is generally advisable to crush all of 
them. 

The sensory nerves carry, in addition to the sen- 
“ory components, the vasoconstrictor sympathetic 
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fibers. The denervated area is therefore sympa- 
thectomized as well as desensitized. Since a con- 
siderable number of these patients have some vaso- 
spasm, this additional effect is important in pro- 
moting healing. It should rarely be necessary, at 
least in Buerger’s disease, to do a major amputa- 
tion for pain alone. 

In addition to these measures Silbert® has been 
using for a number of years intravenous injections 
of 5 per cent sodium chloride in the treatment of 
thrombo-angiitis obliterans, 

Because of his extensive experience his judg- 
ment must be given serious consideration. Up to 
1935 he had used this procedure in 524 cases in 
addition, of course, to the other measures already 
outlined. In this entire group only 7.6 percent 
eventually required amputation of an extremity. 
In view of the excellent general care that his pa- 
tients receive, however, most workers remain skep- 
tical about the value of this particular measure. 

Intravenous typhoid vaccine has a somewhat 
limited use in those patients who have vasospasm. 
The vasodilator effect is transient but may be use- 
ful in those cases not advanced enough to warrant 
nerve crushing or lumbar sympathectomy. 

A recent innovation that has attracted consider- 
able attention is passive vascular exercise® *. This 
consists in subjecting an extremity to alternating 
positive and negative pressures by means of a 
specially designed glass boot. Such an apparatus 
has been accepted by the Council on Physical 
Therapy but its use seems to be contraindicated 
in advanced cases of thrombo-angiitis obliterans 
and arteriosclerosis. Another mechanism recently 
introduced is intermittent venous compression’ '”, 
produced by a cuff resembling a blood pressure cuff 
with some suitable attachment to vary the com- 
pression. Both types of apparatus apparently ac- 
complish their effect by causing an intermittent 
hyperemia. There is as yet no clear-cut evidence 
that they are superior in chronic obliterative disease 
to Buerger’s exercises carefully performed. They 
are certainly not indispensable. 

The final clinical entity to be considered is Ray- 
naud’s disease. A thorough treatment of this sub- 
ject is not practicable in the present discussion. 
A few facts regarding treatment, however, may 
be emphasized. Use of warm clothing, such as 
woolen gloves and woolen socks, may help to arrest 
the symptoms. When possible, removal to a warm 
climate can be recommended. In the more severe 
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cases, however, it is necessary to resort to sym- 
pathectomy. 

Disease of the lower extremities has been suc- 
cessfully treated by lumbar sympathectomy for a 
number of years past. It is only recently that it 
has been possible to promise relief to patients in 
whom the upper extremities are affected. Smith- 
wick and White’* have demonstrated that the 
preganglionic rather than the postganglionic sym- 
pathetic fibers must be removed. An operation 
which accomplishes this result'* in the upper ex- 
tremity, namely preganglionic dorsal sympathec- 
tomy, has now been devised, and has been used 
successfully. 

Summary and Conclusion 

The differential diagnosis of arteriosclerosis of 
the extremity and thrombo-angiitis obliterans is 
presented. The basic treatment for both conditions 
is discussed ; it is comprised of the following meas- 
ures: (1) hygiene. (2) Buerger’s exercises, and 
(3) withdrawal of tobacco. Complications such as 
infection, gangrene and pain necessitate further 
procedures. Particular emphasis is given to the 
operation of nerve-crushing, which is effective not 
only in relieving pain, but also in producing 
vasodilatation. Major amputation should be much 
less frequent in Buerger’s disease than in arterio- 
sclerosis. 

The surgical treatment of Raynaud's disease is 
successful now in the upper as well as the lower 
extremity. This has been made possible by the in- 


troduction of preganglionic dorsal sympathectomy. 
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ADVERTISING 

Solicitation of patients by physicians as indi- 
viduals, or collectively in groups by whatsoever 
name these be called, or by institutions or organ- 
izations, whether by circulars or advertisements, or 
by personal communications, is unprofessional. 
This does not prohibit ethical institutions from a 
legitimate advertisement of location, physical sur- 
roundings, and special class—if any—of patients 
accommodated. It is equally unprofessional to pro- 
cure patients by indirection through solicitors or 
agents of any kind, or by indirect advertisement, 
or by furnishing or inspiring newspaper or maga- 
zine comments concerning cases in which the physi- 
cian has been or is concerned. All other like self- 
laudations defy the traditions and lower the tone of 
any profession and so are intolerable. The most 
worthy and effective advertisement possible, even 
for a young physician, and especially with his 
brother physicians, is the establishment of a well- 
merited reputation for professional ability and 
fidelity. This cannot be forced, but must be the 
outcome of character and conduct. The publication 
or circulation of ordinary simple business cards, 
being a matter of personal taste or local custom, 
and sometimes of convenience, is not per se im- 
proper. As implied, it is unprofessional to disregard 
local customs and offend recognized ideals in pub- 
lishing or circulating such cards. It is unprofes- 
sional to promise radical cures; to boast of cures 
and secret methods of treatment or remedies; to 
exhibit certificates of skill or of success in the 
treatment of diseases; or to employ any methods 
to gain the attention of the public for the purpose 

of obtaining patients. 
From the Code of Ethics of the A. M. A. 
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FEDERAL CONTROL OF HOSPITALS 


Senator J. Hamilton Lewis at a meeting of the 
representatives of the American Medical Associa- 
tion said, in effect, “whether you like it or not you 
must be prepared for some form of regulated 
medicine.” 

He intimated that the control would be from the 
federal government. How that would operate is 
illustrated in cities where there are naval training 
stations. In these locations, a naval doctor is dele- 
gated by the naval authorities to take care of the 
civilian dependents of the enlisted men. 

In a city of 30,000 people it has been found that 
the average attendance at the dispensary of the 
naval hospital from this civilian population was 
twenty-three a day; the house calls from ten to 
twelve a day. In addition to this, operations requir- 


ing hospitalization would average two to three a 


week. It can be readily understood when services 
of this kind are furnished, the income of the local 
physician is markedly affected. 
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Specifically, if one-half the dispensary cases paid, 
and that is a fair average, it would amount to about 
seven thousand dollars a year ; one-half of the house 
cases would mean an income to the doctor of about 
ten thousand dollars. It is difficult to apply any 
average to operations but it can be estimated not 
less than five thousand dollars a year so that it 
would aggregate close to twenty-five thousand dol- 
lars a year. This amount is taken out of the income 
of the civilian practitioner. 

It is true that this is a service to the enlisted 
personnel, but if the same services are given to the 
citizens at large the income of the local doctor will 
be diminished. 

What is to be done? Unless the physicians as a 
whole give this question serious consideration, and 
adopt a method agreeable to all, it is believed the 
government will step in and make plans whether 
the doctor likes it or not. 





TEACHING SEX HYGIENE IN 
PUBLIC SCHOOLS 


It’s pathetic to see youngsters skipping about, 
playing with beer, wines and cocktails and exposing 
themselves to all sorts of sexual dangers. They 
think that they know a lot. Compared with our 
grandparents perhaps they know a great deal, but 
when you analyze their knowledge you see that 
they know very little. Physicians are confronted 
with the pathetic situations created by a lack of 
this knowledge. Why shouldn’t children be taught 
something about sex hygiene in school? You can’t 
get by with letting youngsters read pamphlets which 
are worded in beautiful and obscure language. 
They want the facts before them and in as few 
words as possible. How many more years will we 
continue our stupid, prudish attitudes towards 
these matters? How much longer will we allow 
religious organizations to dictate on such matters? 
After all, it is not a pleasant subject to teach but 
it can be done by the right person. Just as girls 
are training themselves to take care of speech 
defects in school children, why not train special 
teachers who would take care of sex teaching on a 
scientific basis? A modern civilization demands 
such a course. But perhaps we’re not as civilized 
as we think we are. 
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PROVIDENCE MEDICAL ASSOCIATION 


Minutes of the November Meeting 

The regular meeting of the Providence Medical 
Association was held at the Medical Library on 
November 1, 1937, and was called to order by the 
President, Dr. Peter Pineo Chase, at 8:30 P. M. 
The Secretary read the minutes of the October 
meeting which were approved as read. The Secre- 
tary read a letter from Dr. Francis V. Corrigan, 
Chief of the Bureau of Child Health of the Rhode 
Island State Department of Public Health, outlin- 
ing a plan for providing free consultation service 
for pediatric and maternity cases among the indi- 
gent of the State. The matter was discussed by 
Dr. Corrigan. 

The application for membership of Alfred 
Clement Conte having been approved by the 
Standing Committee, on motion of Dr. Mowry, 
Dr. Conte was elected to membership by a ballot 
cast by the Secretary. 

The report of the Committee on Reorganization, 
presented at the October meeting, was read by the 
Secretary as approved by the Standing Committee. 
On motion by Dr. Ruggles, after discussion by 
Dr. William S. Streker, the report was adopted by 
unanimous vote of the meeting. Dr. Ruggles then 
spoke in behalf of the Providence Community 
Fund. 

Dr. Ernest M. Daland, Surgeon-in-chief at the 
Pondville Hospital at Pondville, Massachusetts, 
then addressed the meeting on “Treated versus 
Untreated Cancer.’ He offered statistical proof of 
the benefit of treatment for cancer of the breast 
and rectum. The address was illustrated by lantern 
slides. It was discussed by Drs. Kingman, Chase 
and Daland. 

Dr. Richard H. Miller, Professor of Surgery at 
Harvard Medical School, read a paper on “Ulcer 
and Cancer of the Stomach and Ulcer of the Duo- 
denum.” The paper was illustrated with lantern 
slides. It was discussed by Dr. Ralph W. Franch 
of Fall River, Massachusetts, and by Drs. Bray, 
W.S. Streker, Morein and Miller. 

The meeting was adjourned at 10:30 P. M. 
Attendance, 200. Collation was served. 


Respectfully submitted, 


HERMAN A. Lawson, M.D., 
Secretary 


December, 1937 


PAWTUCKET MEDICAL ASSOCIATION 
Minutes of the October Meeting 

The regular meeting of the Pawtucket Medical 
Association was held at Memorial Hospital on 
October 21, 1937. The Vice President, Dr. Charles 
L. Farrell, presided. Communications were pre- 
sented from the Community Chest, Inc., from the 
Chief of the Bureau of Child Hygiene, and from 
Dr. Herman B. Marks. The application of Dr. A. F. 
Melluci for regular membership was presented. 
Dr. Robert T. Henry reported for the Committee 
on By-laws. It was voted that the dues remain the 
same as for the preceding year. 

Dr. J. L. Turner gave a “Résumé of Work Done 
by the Obstetrical Department at Memorial 
Hospital.” 

The Acting President appointed Dr. Earl F. 
Kelly, Chairman, and Drs. B. L. Towle and 
Stephen A. Kenney, as members of a Committee 
to study the reasons why members do not attend 
the meetings. 

The meeting was adjourned at 10:30 P. M. 
Collation was served. 

Respectfully submitted, 


Tuap. A. Krotickt, M.D., 
Secretary 





Minutes of the November Meeting 

The regular meeting of the Pawtucket Medical 
Association was held at the Nurses’ Auditorium of 
the Memorial Hospital on November 18, 1937. The 
meeting was called to order by the Vice President, 
Dr. Charles L. Farrell. It was unanimously voted 
that Dr. George J. Howe be exempt from payment 
of dues in accordance with the by-laws. An applica- 
tion for regular membership from Dr. Upton A. 
Savoie was ordered to pass through the regular 
channels. Action on the applications of Dr. Herman 
Marks, Dr. R. Lussier and Dr. A. Melluci was 
deferred to a later date and referred back to the 
Standing Committee for reconsideration. 

Numerous communications from members who 
were unable to attend the meeting were read, each 
and every one expressing strong opposition to State 
Medicine. The President was directed to consult 
with Dr. Elliott M. Clarke on matters under con- 
sideration. The Secretary was instructed to write 
to the secretaries of the Rhode Island State Society 
and of each District Society of the unanimous vote 
of the Pawtucket Medical Association, on record as 
opposed to State Medicine. 
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Dr. Herbert E. Harris then gave an illustrated 
talk of ‘Hip Conditions in Children” at the conclu- 
sion of which he was given a rising vote of thanks. 

Dr. Charles L. Farrell showed a movie film dem- 
onstrating the injection method of treatment for 
hernia. The meeting was then adjourned. Attend- 
ance, 36, the largest in five years at a regular meet- 
ing. Collation was served by the Dietetic Depart- 
ment of the Memorial Hospital. 

Respectfully submitted, 
Tuap. A. Kroiickt, M.D., 
Secretary 





MEMORABILIA 


November 7. The first of the Sunday Public Lec- 
tures, held at the Medical Library under the direc- 
tion of the Committee on Education of the Rhode 
Island Medical Society, was given by Dr. Alex. M. 
Burgess, with the subject “Colds, Grippe and Pneu- 
monia.”’ Dr. George L. Young presided and intro- 
duced the speaker. Attendance, 132. 

November 12. Dr. Francis B. Sargent enter- 
tained the William W. Keen Medical Club. Dr. 
Guy W. Wells conducted a round table discussion 
on “Carbon Tetrachloride Poisoning” which was 
participated in by Drs. B. Earl Clarke, John C. 
Ham and Dr. Paul Reznikof, Assistant Professor 
of Medicine at Cornell Medical School. 

November 14. Dr. Charles P. Fitzpatrick, Clini- 
cal Director at Butler Hospital, giving the Sunday 
Public Lecture at the Medical Library, spoke on 
the subject, “What Can be Done About Mental 
Disease?” He outlined the benefit which often 
results from change in environment and described 
treatment by insulin shock, convulsion therapy 
with metrazol, fever therapy in neurosyphilis. Dr. 
Thad. A. Krolicki introduced the speaker. Attend- 
ance, 172. 

November 15. At the regular meeting of the 
Thirty-four Medical Club, Dr. Robert R. Bald- 
ridge presented a paper on “Tumors of the 
Cecum.” 

November 16. Dr. Charles H. Lawrence 
a ldressed the meeting of the General Staff of the 
|'omeopathic Hospital of Rhode Island. His sub- 
j ct was “Endocrinology and its Relation to Gen- 
« al Practice.”” Luncheon was served at the close 
© the meeting. 

November 18. The regular monthly meeting of 


t. > Staff Association of St. Joseph’s Hospital was 
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held at 12:00 o’clock noon in the Nurses’ Audito- 
rium. Dr. William A. Horan spoke on “Some 
Pathological Changes in the Bones and Joints of 
the Lower Extremities.” A collation was served. 

November 19. At the meeting of the Friday 
Night Medical Club, Dr. Albert H. Miller spoke 
on “Why Keep Records?” He presented the opin- 
ion that in medicine as elsewhere there can be only 
one best way to do anything. 

November 21. Dr. Joseph L. Dowling gave the 
third Sunday Public Lecture at the Medical Li- 
brary. His subject was “Common Causes of Blind- 
ness.” Dr. Jesse P. Eddy, 3rd, presided. Attend- 
ance, 215. 

November 23. The Amos Throop Medical Club 
was entertained by Dr. Arthur T. Jones. Dr. Eliot 
A. Shaw reported the recent meeting of the 
Interstate Postgraduate Medical Association of 
North America which he attended at St. Louis on 
October 18-22. 





Memorial Hospital 
INTERNE ALUMNI CLINIC DAY 


The fifth annual Interne Alumni Clinic Day was 
held at the Memorial Hospital on November 3. 
Three hundred and seventy-five physicians and 
surgeons registered for the morning and afternoon 
sessions. The guests were presented pamphlets on 
“Instruction in the Care of Diabetic Patients, for 
the Medical Service.” “Instruction for Nurses in 
the Care of Diabetic Patients.” “Instruction for 
Diabetic Patients.” 

At the morning session the following demonstra- 
tions were given by members of the staff : 

Under the direction of Dr. Francis B. Sargent, 
Chief of the Ear, Nose and Throat Division. 
Oto-Laryngology in Diabetes — Presentation of 
Cases, by Drs. Francis B. Sargent and Gordon J. 
McCurdy. 

Under the direction of Dr. John G. Walsh, Chief 
of the Obstetrical Division: Pregnancy Compli- 
cated by Diabetes, by Dr. Alfred L. Potter. Treat- 
ment of Acne Vulgaris by Insulin, by Dr. William 
B. Cohen. 

Under the direction of Dr. J. Edwards Kerney, 
Chief of the Urological Division: Infections of the 
Upper Urinary Tract in Diabetes Mellitus, by Dr. 
J. Edwards Kerney. Cord Bladder in Diabetes, by 
Dr. Stanley Sprague. 

Under the direction of Dr. Raymond F. Hacking, 
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Chief of the Eye Division. Eye Complications in 
Diabetes, by Dr. Raymond F. Hacking. 

Under the direction of Dr. John F. Kenney, 
Chief of the Medical Division: Comments on and 
Summary of Our Experience with Protamine Zinc 
Insulin, with illustration of cases, by Drs. Jacob 
Greenstein and Francis E. Hanley. 

Under the direction of Dr. Earl F. Kelly, Chief 
of the Pediatric Division : Practical Demonstration. 
Presentation of Cases. Methods of Control in Dia- 
betic Children, by Drs. Reuben C. Bates and Earl 
R. White. 

Under the direction of Dr. Frederic V. Hussey, 
Chief of the Surgical Division. Surgery in Diabetes, 
by Dr. Frederic V. Hussey. 

Under the direction of Dr. Roland Hammond, 
Chief of the Orthopedic Division: Blood Sugar 
Determinations on Orthopedic Cases — report of 
30 cases, by Dr. John H. Gordon. 

At 1 P. M., a buffet luncheon was served. 

Dr. John F. Kenney presided at the afternoon 
session, held in the Auditorium of the Nurses’ 
Home. The following program was presented by 
a group of Professors of Yale University School 
of Medicine: 

Individualized Treatment of Diabetes, Dr. John 
P. Peters, Professsor of Medicine. 

Extra-Pancreatic Diabetes, Dr. C. N. H. Long, 
Professsor of Physiological Chemistry. 

The Use and Abuse of Insulin, Dr. Paul H. 
Lavietes, Assistant Professor of Medicine. 

Surgery in the Diabetic, Dr. Ashley W. Ought- 
erson, Associate Professor of Surgery. 

The evening session was held at the Providence 
Biltmore Hotel. The President, Dr. J. Lincoln 
Turner, introduced Dr. John F. Kenney as 
toastmaster. 

He in turn introduced Mr. Herbert M. Sher- 
wood, who spoke about the “Future of the Govern- 
ment.” He was followed by Col. H. Anthony Dyer, 
who spoke on the “Future of the Government” in 
contrast to the previous speaker. He also carried 
the gathering through many parts of Italy and some 
other countries. Dr. Frederic V. Hussey closed the 
evening program with remarks in praise of both 
speakers, together with praise for the work the 
Memorial Hospital Staff is doing. 

These clinics are becoming more and more 
largely attended each year not only by our 
Rhode Island men but by men from all Southern 
New England as well. 


December, 1937 


A Clinical Conference was held by the Staff and 
Associate Members at the Memorial Hospital on 
October 13, 1937. A symposium on thyroid disease 
was carried out by Dr. John F. Kenney, Chief of 
the Medical Service; Dr. Frederic V. Hussey, 
Chief of Surgical Service; Dr. Emanuel W. Ben- 
jamin, in charge of the X-ray Department; Dr. 
Meyer Saklad, in charge of the Anesthesia Depart- 
ment; and Dr. John H. O’Brien, of the Thyroid 
Service. After presentation, the various staff mem- 
bers discussed the different points brought out by 
the speakers. This is a second of a series of sym- 
posia which are being conducted at the hospital by 
the staff. 

Dr. S. Willard Bridgham has opened an office 
for the practice of medicine and surgery at 152 
Ikast 94th Street, New York City. 





Rhode Island Hospital 


Dr. Howard R. Ives of Portland, Me., Williams 
University and Yale Medical School, started a two 
years’ internship at the Rhode Island Hospital on 
November 15th. Previous to coming to the Rhode 
Island Hospital, Dr. Ives interned at Notre Dame 
Bay Memorial Hospital at Twillingate, Newfound- 
land, for a period of 4 months. This institution is 
operated on a co-operative medical basis by which 
the Newfoundland Government pays half hospital 
expenses and the people supply the other half. It 
costs the individual only 44 cents per year for 
hospital care and medical treatment. 

On November Ist, Dr. Stephen Harris started 
a three months’ internship at the Charles V. Chapin 
Hospital. 

On October 31st, at the Lying-In Hospital, to 
Dr. and Mrs. Frank Bryant Cutts, a son, William 
Bryant Cutts, 2nd. 





Woonsocket Hospital 


At the regular meeting of the Woonsocket Hos- 
pital Staff on October 11, 1937, Dr. Victor H. 
Monti read a paper on “Postoperative Care.” The 
discussion which followed was opened by Dr. 
Francis J. King, and continued by Drs. W. C. 
Rocheleau and E. D. Clarke. 

The monthly Clinical Conference was_ held 
October 25, 1937. Dr. H. Lorenzo Emidy pre- 
sented a case of “Lateral Sinus Thrombosis coni- 
plicated by Pneumonia.” 














tw ty 











December, 1937 





Dr. Leo V. Conlon presented a case of “Exten- 
sive Burns” showing remarkable results obtained 
by treating with silver nitrate and tannic acid. 

The Woonsocket Chapter of the Benevolent 
Order of Elks recently presented the Hospital with 
a combination respirator and incubator. Would 
that more organizations feel the same charitable 
urge and encourage such noble acts. 





Newport Hospital 

A meeting of the Newport Hospital Medical 
Staff was held Tuesday, October 19, 1937. Dr. 
Douglas P. A. Jacoby presided. The meeting was 
given up to the consideration of group hospitaliza- 
tion. The details were explained by Mr. John Mays, 
superintendent of the Abington Hospital, Abing- 
ton, Pa. 

He pointed out particularly that this method of 
hospital work ought not to be tried unless the 
members of the staff endorsed it and willingly 
co-operated. Where it has been established in com- 
munities the size of Newport, he says, it has 
succeeded. 

He believes a membership of four thousand 
could be developed here, and on the payment of 
seven dollars a year a member can be given the 
privilege of the hospital for twenty-one days in a 
year and if further hospitalization was necessary 
a contribution in the way of part payment would 
be made. The members would be placed in semi- 
private rooms. 

Since very few people make plans for the oncom- 
ing of sickness, this method of paying hospital bills, 
he said, was successful; the theory being that since 
the hospital expenses were taken care of the insured 
could plan to pay the doctor’s fee. No action was 
taken but doubtless the staff will consider the ques- 
tion at a later meeting. 





Minutes of the Caduceus Club 

The monthly meeting of the Caduceus Club was 
held at the Nurses’ Auditorium, Memorial Hospi- 
tal, November 8, 1937. The meeting was called to 
order by the President, Dr. Earl J. Mara. Dr. 
Charles L. Farrell, Chairman of the Publicity Com- 
mittee, reported the successful inauguration of the 
Diphtheria Immunization Campaign and the Medi- 
cal Lecture Series. 

A complete report of the “Insurgent Physicians” 
petition, as recorded in a current issue of the 
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New York Times, was read by Dr. Joseph Doll. 
There was considerable discussion concerning this 
document, at the completion of which Dr. Charles 
L. Farrell motioned that a committee be appointed 
to investigate this Article and to draw up a set of 
Resolutions for or against the proposals contained 
therein. This motion was seconded by Dr. 
J. Lincoln Turner and carried unanimously. Presi- 
dent Mara immmediately appointed the following 
committee: Dr. Charles L. Farrell, Chairman, Dr. 
Orland F. Smith, Dr. Stanley Sprague, Dr. J. Lin- 
coln Turner, and Dr. John F. Kenney. 





On November 12, a special meeting of the 
Caduceus Club was called by President Mara. The 
Resolutions of the Special Committee were read 
by the Chairman, Dr. Charles L. Farrell, Dr. James 
L. Wheaton motioned that the Resolutions be 
accepted in their entirety, and that copies of the 
Resolutions be sent to every physician in Rhode 
Island, to every Medical Society in the State, to 
the editor of the Journal of the American Medical 
Association, and to the press. This motion was 
seconded by Dr. Turner and carried unanimously. 

Enclosed is a copy of the Resolutions. 

Respectfully submitted, 
‘GEORGE B. McCLettan, M.D., 
Secretary 


ve 





Resolutions of the Caduceus Club 
Wuereas: The attempts of a small specialized 
class of physicians non-representative of general 
medical practice to control and direct medical poli- 
cies and care have been rebuffed by the rank and 
file of the medical profession, and 
Wuereas: Their further attempts to indorse state 
medicine by openly sponsoring a program which 
has been overwhelmingly rejected by the duly 
accredited representatives of one hundred thousand 
physicians—he it 
RESOLVED: That we, The Caduceus Club of Paw- 
tucket, R. I., composed of local physicians of gen- 
eral practice, do denounce such a group as “‘special 
privilege seeking” and indifferent to the welfare of 
either the profession or the great mass of people 
whom it serves, and 
Be It FurTHER REsoLveD: That we will unceas- 
ingly bend every effort to offset the harm to the 
profession and the public that their unwise and 
precipitate action has caused by calling on all medi- 
cal societies in Rhode Island to plan co-operative 
action in enlightening the general public in regard 
to the menace of state medicine and in furtherance 
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of which we append our refutation of the principles 
and proposals advanced by the group of four hun- 
dred and thirty doctors who appear to advocate 
drastic changes in medical care. 

The principles and proposals cited by four hun- 
dred and thirty medical men and presented to the 
medical organization for consideration are: 


PRINCIPLES 
“1. That the health of the people is a direct concern 
of the government.” 
In answer to which we maintain that the 
responsibility of the state is limited to the 
medical care of the frankly and honestly indi- 
gent and those whose health is a menace to 
the welfare and safety of the community. 
“2. That a national public health policy directed 
toward all groups of the population should be 
formulated.” 
This principle is vague, non-specific and indefi- 
nite ; the application of which would be abhor- 
rent to a great mass of citizens. 
“3. That the problem of economic need and the 
problem of providing adequate medical care are not 
identical and may require different approaches to 
their solution.” 
We subscribe to the principle but emphasize 
that its solution is local not national in scope. 
“4. That in the provision of adequate medical care 
for the population four agencies are concerned ; 
voluntary agencies, local, State and Federal govern- 
ment.” 
This statement is in accord with existing 
conditions. 
PROPOSALS 
‘1. That the first necessary step toward the realiza- 
tion of the above principles is to minimize the risk 
of illness by prevention.” 
We subscribe to the proposal and are now 
actively engaged in such endeavor. 
“2. That an immediate problem is provision of 
adequate medical care for the medically indigent, 
the cost to be met from public funds (local and/or 
State and/or Federal).” 
There is no immediate problem for provision 
of adequate medical care for the indigent in 
Rhode Island and evidence tends to prove that 
available medical care is not used to its fullest 


extent. 
“3. That public funds should be made available for 
the support of medical education and for studies, 
investigations and procedures for raising the stand- 
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ards of medical practice. If this is not provided for, 
the provision of adequate medical care may prove 
impossible.” 
Public funds means bureaucratic control with 
its attendant evils to all of which we are 
strongly opposed. 
“4, That public funds should be available for medi- 
cal research as essential for high standards of prac- 
tice in both preventive and curative medicine.” 
We subscribe to this proposal and point out 
that such procedures are already in operation. 
“5. That public funds should be made available to 
hospitals that render service to the medically indi- 
gent and for laboratory and diagnostic and consul- 
tative services.” 
The principle of this proposal is approved but 
because of a lack of a specific plan, it cannot be 
subscribed to at present. 
“6. That in allocation of public funds existing pri- 
vate institutions should be utilized to the largest 
possible extent and that they may receive support 
so long as their service is in consonance with the 
above principles.” 
The allocation of public funds brings about 
political control and until specific and well 
controlled plans are evolved, it is premature to 
approve this proposal. 
“7. That public health services, Federal, State and 
local, should be extended by evolutionary process.” 
Proper co-operation of existing public health 
services with practicing physicians render 
further extension of government services 
unnecessary. 
“8. That the investigation and planning of meas- 
ures proposed and their ultimate direction should 
be assigned to experts.” 
Any investigation of the measures proposed 
should be by a group of expert and truly rep- 
resentative medical men who are best qualified 
to know what their patients and their practice 
need and not by professional philanthro- 
pists and sociologists whose first consideration 
is the furtherment of their own financial 
aggrandizement. 
“9. That the adequate administration and super- 
vision of the health functions of the government, 
as implied in the above proposals, necessitates, in 
our opinion, a functional consolidation of all Fed- 
eral health and medical activities, preferably under 
a separate department.” 
Such a proposal would be costly, political in 
character, and increase bureaucratic control. 








